of orbital fractures has continuously evolved. However, data on postoperative outcomes are lacking, and singleinstitution studies limit the applicability of their results. The objective of this study was to characterize the epidemiologic, surgical, and hospitalization patterns and postoperative complications in patients undergoing repair of orbital floor fracture from a national database. Table 2 ). The overall median length of stay was less than 1 day. Median length of stay was longer for repairs performed by plastic surgeons (1 day; IQR, 0-1 day) than for those performed by ENT surgeons (0 days; IQR, 0-1 day; P < .001).
Wound complications occurred in 23 of 686 patients (3.4%); morbidity, 6 of 686 patients (0.9%); mortality, 2 of 686 patients (0.3%); return to the operating room, 10 of 667 patients (1.5%); and unplanned readmission, 9 of 530 patients (1.7%) ( Table 2) . No statistically significant difference in postoperative complications was found between patients undergoing repair by ENT or plastic surgeons.
Discussion | The patient demographics in the present study are similar to what has been reported in the literature about orbital fractures, with most patients being young, white, and male. [3] [4] [5] For patients who underwent orbital fracture repair, postoperative complication rates were low, comparable to those of other reports. 5, 6 Although the operative time for independent orbital repairs was shorter in cases that were performed by plastic surgeons than those performed by ENT surgeons, the difference is unlikely to be clinically significant. Few postoperative complications occurred, which limited the statistical power regarding adverse events. However, this study is the first, to our knowledge, to assess the epidemiology, characteristics of surgery, hospitalization patterns, and postoperative complications in patients undergoing repair of orbital floor fracture using the ACS-NSQIP database. The findings suggest that orbital floor fracture repair is a safe procedure, and management by plastic or ENT surgeons yields similarly low rates of postoperative complications. Abbreviations: ENT, ear, nose, and throat; IQR, interquartile range. a Indicates patient only underwent repair of orbital floor fracture.
b Indicates repair of orbital floor fracture was performed with at least 1 concurrent or other procedure. c Defined as superficial surgical-site infection, deep incisional surgical-site infection, organ or space surgical-site infection, and wound dehiscence. d Defined as at least 1 of the following postoperative complications: pneumonia, unplanned reintubation, pulmonary embolism, ventilator dependency longer than 48 hours, progressive renal injury, acute renal failure, urinary tract infection, stroke or cerebrovascular accident, coma longer than 24 hours, cardiac arrest, myocardial infarction, deep venous thrombosis or thrombophlebitis, and sepsis or septic shock. e Defined as death within 30 days of primary operation.
Letters

Peak Nasal Inspiratory Flow as an Objective Measure of Nasal Obstruction and Functional Septorhinoplasty Outcomes
Nasal airway obstruction is a leading complaint among patients presenting to facial plastic surgeons. When medical treatment does not provide symptom relief, functional septorhinoplasty (FSRP) is often indicated. Understanding the efficacy of these surgical interventions is critical; however, there is currently no universally accepted objective measure of nasal obstruction that correlates with symptoms that can be used for both diagnosis and outcome assessment.
Peak nasal inspiratory flow (PNIF) is an inexpensive, rapid, easy-to-use objective measure that directly measures nasal airflow during maximal inspiration.
1,2 Recent studies have found a correlation between PNIF and patient reported outcome measures when the validated Nasal Obstruction Symptom Evaluation (NOSE) scale is used. 3, 4 The current study assesses the utility of PNIF as an objective diagnostic and outcome measure for FSRP in combination with the NOSE scale.
Methods | This study was performed from February 27, 2015, to December 15, 2016, with institutional review board approval from the human subjects research committee at Massachusetts Eye and Ear Infirmary. Patients provided written informed consent and were not compensated for participation. Patients undergoing FSRP by the senior author (R.W.L.) for treatment of nasal obstruction were administered the NOSE scale and underwent PNIF testing using the In-Check portable inspiratory flow meter (Clement Clarke International Ltd) preoperatively and postoperatively. No patients in the study population had chronic obstructive pulmonary disease or lung disease. Patients were instructed to inhale as hard and fast as possible through the mask while keeping their mouth closed. Three trials at maximal effort were performed and the highest flow (in liters per minute) of these was used for analysis. Statistical analyses were conducted using Microsoft Excel and GraphPad. The minimal clinically important difference (MCID) for NOSE scores was set at 30 points, and the MCID for PNIF values was set at 20 L/min as previously described. 5, 6 Preoperative and postoperative NOSE and PNIF scores were compared using paired and unpaired t tests as appropriate. Correlations were calculated using Pearson correlation coefficients, and the N1 two-proportion test was used to determine significance between binary variables.
Results | A total of 136 patients (74 [54%] were women) with a mean (SD) age of 37.3 (14.5) years underwent FSRP for nasal 
